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THE ROLE OF THE SPEECH LANGUAGE PATHOLOGIST IN THE TREATMENT

OF PATIENTS WITH PERCUTANEOUS ENDOSCOPIC GASTROSTOMY TUBES

LINDSAY M. MARK
ABSTRACT

Speech language pathologists (SLPs) working in medical settings often evaluate

and treat individuals with dysphagia. When a patient with dysphagia is not safely

receiving sufficient nutrients per oral, an alternative feeding method may be
recommended especially for those with a neurological disorder. Percutaneous endoscopic

gastrostomy is the most common enteral feeding method and is often recommended by
the speech language pathologist. However, the role of the speech language pathologist

treating these patients is not clearly defined in the literature. This qualitative study aims
to better understand the role that the SLP plays in treating pediatrics and adults with

alternative feeding methods, specifically percutaneous endoscopic gastrostomy tubes. To
achieve this, a survey was sent to 67 medical SLPs across the country and asked them
questions pertaining to the domain areas of demographics, PEG tube duration, PEG tube
indicators, education, and counseling, as well as intervention. Results of the study
presented as descriptive statistics suggest that there may be discrepancies between

treating pediatric and adult patients with PEG tubes. Results also suggest that years of

experience impacts some domain areas.
Keywords: PEG tube feeding, dysphagia, neurological disorders, speech language
pathologists
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CHAPTER I

INTRODUCTION

According to the American Speech Language and Hearing Association (ASHA),

dysphagia is a problem involving the oral cavity, pharynx, esophagus, or
gastroesophageal junction. Every year in the United states, approximately one in every 25
adults (4%) will experience a swallowing problem (Bhattacharyya, 2014). About 1% of

children in the general population will experience a swallowing difficulty, however, the
incidence may be higher in some clinical populations (Dodrill & Gosa, 2015).
There are four phases of the swallow. These phases include the oral preparatory

phase, the oral transit phase, the pharyngeal phase, and the esophageal phase. At the oral

preparatory phase, food is masticated and manipulated in the mouth to form a cohesive

bolus. During the oral transit phase, the tongue begins posteriorly moving the bolus. The
pharyngeal phase starts with the initiation of a voluntary pharyngeal swallow which then
propels the bolus through the pharynx via peristaltic contraction of the pharyngeal

constrictors (ASHA, n.d.). Lastly, during the esophageal phase the bolus is carried to the
stomach. Dysphagia can occur at any phase of the swallow in both pediatrics and adults.

Individuals with dysphagia may require an alternative feeding method in order to

receive sufficient nutrients if they are unable to safely consume food or liquids orally. In
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these cases, enteral feeding is provided. Enteral feeding is defined as nutrition provided
through the gastrointestinal tract by a tube. A few enteral tube feeding options include the

nasogastric (NG) tube, percutaneous endoscopic jejunostomy (PEJ) tube, and the
percutaneous endoscopic gastrostomy (PEG) tube. PEG tube feeding is one of the most

common endoscopic procedures performed worldwide and is the preferred route of
feeding for individuals who require long-term enteral feeding (Rahnemai-Azar,

Rahnemaiazar, Naghshizadian, Kurtz, & Farkas, 2014). Park, Allison, Lang, Spence,
Morris, Danesh, et al. (1992) compared the NG tube and the PEG tube among patients

with persisting neurological disorders. Their study found that the PEG was superior to the

NG tube for those with dysphagia resulting from a neurological disease. The patients with

a PEG tube had significantly greater nutritional intake and weight gain compared to the
patients with the NG tube. Also, nasogastric tubes are typically not well tolerated by
patients, especially stroke patients (Park et al., 1992). They may attempt to remove the
NG tube on their own.

According to the American Society for Gastrointestinal Endoscopy, “PEG stands
for percutaneous endoscopic gastrostomy, a procedure in which a flexible feeding tube is

placed through the abdominal wall and into the stomach. PEG allows nutrition, fluids
and/or medications to be put directly into the stomach, bypassing the mouth and

esophagus” (n.d.). The use of PEG was originally designed for children but is now widely
used by all ages today (El-Matary, 2008). The first PEG insertion was performed on a
four-and-a-half-month-old baby in Cleveland, Ohio in 1979 (El-Matary, 2008). The
procedure was first designed and completed by Dr. Michael Gauderer with the help of Dr.

Jeffrey Ponsky (El-Matary, 2008; Gauderer, 2002).
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There are three commonly used methods of PEG tube placement: the pull

technique, the push technique, and the introducer (Rahnemai-Azar et al., 2014). The most

used technique is the pull method (Rahnemai-Azar et al., 2014; Tucker et al., 2003). This
technique begins with an endoscope entering through the mouth and down the esophagus

into the stomach. Then, a string or wire is inserted into the abdominal wall via a needle.
Once inside the stomach, the string is grasped by the endoscope and taken up through the
esophagus and out of the mouth. When the string is out of the mouth, it is fixed to the

external end of the feeding tube which is then pulled down through the esophagus and

into the stomach where it is pulled out of the abdominal wall (Rahnemai-Azar et al.,
2014). A bumper is placed on the inside and outside of abdominal wall around the

feeding tube to secure it in place.

Since SLPs directly work with dysphagia, they are often the medical professionals
to recommend an alternative feeding method for patients. Regarding SLPs treating

patients with feeding tubes, ASHA (n.d.) supports the following responsibilities:
recommending diet modifications when necessary, providing therapeutic interventions
for patients to maintain oral nutrition safely for as long as is feasible, determining when
oral intake is not sufficient or safe and alternative feeding is warranted, monitoring

readiness to return to oral feeding, and providing therapeutic intervention to safely return

patients to oral feeding. Although these roles seem to be clearly defined, the literature
reports that there are some discrepancies. The specificity of the role of the SLP in treating

patients with PEG tubes is not clear and may not be consistent across the field.
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Purpose

The purpose of this study was to gain a better understanding of the role that the
SLP plays in treating those with alternative feeding methods, specifically a PEG tube.
There were five specific research question to guide this study. The research questions are

as follows:
•

Are there specific indicators that the SLP looks for in recommending PEG tubes?

•

Are SLPs more involved in the decision-making process for the insertion and

removal of PEG tubes in pediatrics compared to adults?
•

Is there a difference in the duration of PEG tube placement in pediatrics compared
to adults?

•

To what extent is the SLP involved in the education and counseling of patients

regarding PEG tubes?
•

To what extent do SLPs provide dysphagia therapy to patients before and after

PEG tube placement?
Literature Review

Shega, Hougham, Stocking, Cox-Hayley, and Sachs (2003) looked at the

influences on physicians from other medical professionals for tube feeding in patients
with dementia. A confidential questionnaire was mailed to 500 physicians in general

internal medicine or family practice. The participants were obtained from the American

Medical Association (AMA). Physicians were asked a variety of questions regarding their
beliefs on PEG tube placement in advanced dementia. When asked, “Do speech therapists
recommend a PEG tube in advanced dementia?” 70% of the 195 participants said yes.
Similarly, when asked, “Do speech therapist recommendations influence your decision?”
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66% of participants said yes. This study demonstrates that physicians do value the

professional opinion and recommendations of the SLP regarding PEG tube placement in

patients with advanced dementia (Shega et al., 2003).
To better understand the role of the SLP, Sharp and Shega (2009) conducted a

study on the beliefs and practice patterns of speech language pathologists about PEG
among patients with dementia and dysphagia. In this study, participants were SLPs
selected from active members of ASHA who work in medical settings. Participants were
sent a 10-page survey slightly modified from the survey used by Shega and colleagues

(2003). Of the surveys sent out and received, 326 respondents met inclusion criteria
(Sharp & Shega, 2009). Their study aimed to answer the following research questions:

“What are SLPs’ beliefs about the outcomes of PEG tube feeding in advanced dementia?
What are the self-reported practices among SLPs with respect to recommendations for
tube feeding for patients with severe dysphagia and dementia? What factors most

influence SLPs’ recommendations for nonoral feeding in patients with advanced
dementia? Are there regional variations in self-reported practices among SLPs?” (Sharp

& Shega, 2009).

The results of Sharp and Shega (2009) revealed that 56% of participants
recommended PEG for people with advanced dementia and dysphagia, 40% believed

PEG was the standard of care, and 15% believed that it should be the standard of care
(Sharp & Shega 2009). However, only 11% of participants would actually want a PEG
tube for themselves or a family member. The study also revealed that there may be some
discrepancies between SLPs’ beliefs and the literature. “The findings suggest the need to

connect the evidence base to clinical practice and to include SLPs in local and national
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discussions about end-of-life care protocols” (Sharp & Shega 2009, p. 222). This study

aims to bridge this gap and define the role of the SLP in treating patients with PEG tubes
due to a neurological disorder.

Demographics. According to Rackl and Walker (2020) there are about 300,000

PEG tubes inserted annually in the United States. The most common cause across
children and adults with dysphagia leading to a need for a PEG tube is a neurological
disorder (El-Matary, 2008). Some of these common neurological disorders in adults
include stroke, traumatic brain injury, spinal cord injury, dementia, Parkinson's disease,

multiple sclerosis, ALS (or Lou Gehrig's disease), muscular dystrophy, developmental

disabilities in an adult population (i.e., cerebral palsy), post-polio syndrome, and/or
myasthenia gravis (ASHA, n.d.).
There has been some debate on whether it is ethical to place a feeding tube in an
individual with dementia. There is limited research to support the benefits of tube feeding

in patients with advanced dementia (McNamara & Kennedy, 2001). Regarding this
debate, the American Geriatrics Society Ethics Committee and Clinical Practice and

Models of Care Committee (2014) takes the following position:
“Feeding tubes are not recommended for older adults with advanced dementia.
Careful hand feeding should be offered; for persons with advanced dementia, hand
feeding is at least as good as tube feeding for the outcomes of death, aspiration
pneumonia, functional status, and comfort. Tube feeding is associated with
agitation, greater use of physical and chemical restraints, greater healthcare use due
to tube-related complications, and development of new pressure ulcers” (p. 1591).

Studies indicate that there is a higher mortality rate in individuals with dementia and tube
feeding has not shown to improve the survival rate (“American Geriatrics,” 2014).
McNamara and Kennedy (2001) concur and explain that tube feeding should only be

placed in a patient with advanced dementia when hand feeding has proven to be
6

ineffective. If the tube is placed, then it should be a trial of management and its

appropriateness should be periodically re-evaluated to determine if the tube is negatively
impacting the quality of life of the patient.
As for pediatric patients, some common neurological disorders include cerebral

palsy, meningitis, encephalopathy, pervasive developmental disorder, traumatic brain

injury, or muscle weakness in face and neck (ASHA, n.d.). When distinguishing between

children and adults, one often thinks of pediatrics as birth-18 years of age and adults as
18 years and older. However, the pediatric and adult categories can be broken down
further. According to Hardin et al. (2017), the age ranges for pediatrics are as follows:
infancy is between 2-12 years, childhood is 2-12 years, and adolescence is 12-21 years.
In a study comparing young, middle-aged, and older adults, Petry (2002) categorized

patients into the following groups: young adults are between 18-35 years, middle-aged
adults are 36-55 years, and older adults are older than 55 years.
PEG tube duration. The duration of time that a patient requires a PEG tube

varies from patient to patient depending on several factors including but not limited to

age and diagnosis. According to Macchini et al. (2018), the PEG tube is typically left in
place for 6 weeks to 6 months in infants under the age of one. McSweeney, Jiang,

Deutsch, Atmadja, and Lightdale, (2013) looked at the long-term outcomes of PEG tube

feeding in infants and children and found that the median time for tube removal was 10.2
years in their study. In a study about the costs of PEG tube feeding, Callahan, Buchanan,
and Stump (2001) reported that the average number of days of PEG tube feeding for

adults is 180 days, or 6 months. However, according to Pennington (2002), the duration
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that PEG tubes are recommended varies between two and 12 weeks. The PEG tube may

remain placed for longer until the patient has fully transitioned to oral feeding.
PEG tube indicators. As previously mentioned, ASHA supports that the SLP is
part of determining when oral intake is not safe, and an alternative feeding method is

required. Therefore, it is important that the SLP be aware of the indicators that may
suggest a need for an alternative feeding method, specifically PEG tube feeding. The
following are common indicators that may alert the SLP that the patient requires a PEG
tube: significant weight loss, signs and symptoms of aspiration, change in cognitive

status, abnormal lab results, respiratory distress, electrolyte imbalance, and pneumonia
(ASHA, n.d.). Furthermore, the following are indicators that a patient may be ready to
return to oral feeding: patient is managing their secretions, patient is requesting

food/drink, patient is alert and able to follow instructions (able to follow safe swallow
techniques), patient is tolerating small portions of pureed food, patient is tolerating small
portions of thickened liquids, or patient has successfully passed a modified barium
swallow study (MBS) or a Fiberoptic Endoscopic Evaluation of Swallowing (FEES).

While some of these indicators may be more apparent or common than others, it is
important that the SLP be familiar with them.

Education & Counseling. According to ASHA (2004), counseling is within the
scope of practice for a speech language pathologist. Counseling is prompted by the

referral or results of a communication or swallowing assessment. Based on this, a patient
receiving a feeding tube following a swallowing assessment should also receive
counseling from the speech-language pathologist if necessary. The extent to which a SLP

counsels and educates a patient regarding their feeding tube before and after the PEG
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tube placement, is unclear. This topic is not often discussed in the literature. The absence

of this topic may be the cause of some discrepancies found in Sharp and Shega (2009).
This study aims to further investigate this topic and uncover the perspective of the SLP
and what their current role is.

Intervention. There are many types of exercises and techniques used to improve
the swallowing function. The SLP must have a good understanding of the type of

dysphagia their patient has in order to recommend and implement proper exercises or
strategies. Some of interventions for both pediatric and adult patients with dysphagia

include the effortful swallow, the Mendelsohn maneuver, the supraglottic swallow,
postural/position techniques, pacing, and sensory stimulation techniques (ASHA, n.d).

A somewhat recent study by Toh Yoon, Hirao, and Minoda (2016) investigated
the outcomes of rehabilitation with swallowing therapy after percutaneous endoscopic

gastrostomy (PEG) in patients with neurogenic dysphagia. They gathered information

about any individual who had undergone PEG over the course of nearly five years. Of the
324 patients who received a PEG tube, 47 patients were transferred to rehabilitation

where they received swallowing therapy. These 47 patients were the subjects of the study
and received rehabilitation therapy for a median of 70 days. Following rehabilitation
therapy, 57.4% were discharged with some oral intake and 21.3% were discharged as

PEG-free which was defined as having full oral intake regardless of whether PEG tubes
were removed or not. While there were a few limitations of this study such as number of

participants and the absence of a control group, there is an important takeaway. The

researchers concluded that rehabilitation with swallowing therapy assisted patients in
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regaining the ability to tolerate at least some oral intake prior to discharge (Toh Yoon et
al., 2016).
Qureshi, Jenkins, and Thornhill (2016) explain that the speech language

pathologist is most crucial during neurorehabilitation because of the knowledge, skills,
and clinical experience related to evaluating and treating neurogenic dysphagia. If a
patient is doing well and is making good progress in therapy, the patient’s speech

therapist or dietician may recommend the removal of the PEG tube.
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CHAPTER II

METHODOLOGY

This qualitative study received approval by Cleveland State University’s
Institutional Review Board (IRB) on November 3, 2020. Participants of this study were

speech language pathologists recruited from medical settings across the United States.

Emails were sent to participants which provided them with a link to the survey on

Qualtrics. Data was collected through the Qualtrics website and analyzed through
Microsoft Excel.

Survey

The survey was created through Qualtrics and consisted of 16 multiple choice and
“check all that apply” questions which are presented in Appendix C. The survey

questions addressed the domains of demographics, duration of PEG tube placement, PEG
tube indicators, education and counseling, as well as intervention. Before participants

could begin answering the survey questions, they were presented with the informed
consent and asked to provide their consent. The informed consent is presented in

Appendix B.
Participants
To participate in the survey, participants had to meet the following criteria: be a

licensed speech language pathologist certified by ASHA and currently work in a medical
setting. Surveys were emailed to participants in the following states: Arizona, Georgia,
11

Idaho, Illinois, Maryland, Montana, Nebraska, Nevada, North Carolina, Ohio, Oregon,
South Dakota, Tennessee, Utah, Washington, and Wyoming. There was a total of 86

interactions with the survey, meaning that the survey was opened 86 times. Of the 86

times the survey was interacted with, 67 participants completed the survey. On a few
occasions, a participant refrained from answering one or two of the survey questions.
These participants’ responses for the rest of their survey were counted and documented
through Qualtrics. Participants surveys were not counted if they opened the survey but

did not answer any of the questions. A total of 67 participants were included in this study.
All participants in this study provided their consent. Further demographic information

about participants is presented in Tables 3.1 and 3.2.
Procedure
Phone numbers of hospitals and medical settings in the United States were
collected via an online search. Speech therapy departments in medical settings were
contacted by phone call. Once a speech language pathologist had been contacted, they

were asked to participate in a short online survey regarding feeding tubes in children and
adults. The phone call script can be found in Appendix A. If in agreement, participants

provided their email address and then were immediately emailed a link to the anonymous
survey. The email that each participant received included a link to the survey, a message
thanking them for their participation, and a request for them to forward the survey to
other medical SLPs they may know.

The survey remained open for approximately eight weeks before it was closed,
and responses were documented. Survey responses were manually exported from

Qualtrics and documented in Microsoft Excel sheets. Sheet 1 consisted of each
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participants response to each survey question. To analyze the data and find potential

trends, participants were then grouped according to how they responded to survey
questions. Sheets 2-4 consisted of the participants who indicated they work only with

pediatrics, only with adults, or with both pediatrics and adults, respectively. Sheets 5-7

consisted of the participants with 1-5 years of experience, 6-10 years, or more than 10
years of experience, respectfully.
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CHAPTER III

RESULTS

The results of this study are represented in tables and charts. For the following

descriptions of the tables and charts, “SLPs” and “participants” are used interchangeably
as each participant of this study is a speech language pathologist. The corresponding survey

questions are noted below each table or chart.

Table 3.1
Demographic Information of SLP Participants
SLPs working with
Pediatrics only
Total Number of
Participants

SLPs working with
Adults only

26

17

SLPs working with
Pediatrics and Adults
24

Table 3.1 provides a description of the participants of this study. Of the 67 medical SLPs
that completed the survey, 17 work only with pediatrics, 26 work only with adults, and 24
work with both pediatric and adult patients. Pediatrics is operationally defined as birth to
18 years of age.
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Table 3.2
SLPs Years of Experience

1-5 Years of
Experience
6-10 Years of
Experience
More than 10 Years
of Experience

SLPs working with
Pediatrics only

SLPs working with
Adults only

SLPs working with
Pediatrics and Adults

7

5

7

3

3

4

7

18

13

Survey question: How many years have you been in the field of speech language pathology?

Table 3.2 provides a breakdown of the participants’ years of experience and the population
served. In the pediatric group there were 7 SLPs with 1-5 years of experience, 3 with 6-10
years and 7 with greater than 10 years. In the adult population only group, 5 SLPS reported
1-5 years, 3 reported 6-10 years while 18 reported having greater than 10 years. In the
mixed population group, that is, those who served both pediatric and adults, 7 SLPS had
1-5 years of experience, 4 6-10 years and 13 greater than 10 years.
Table 3.3
Patient Population

Infants
Childhood
Adolescence
Young Adults
Middle-Aged Adults
Older Adults

SLPs working with
Pediatrics only
17
17
14

SLPs working with
Adults only

14
21
25

SLPs working with
Pediatrics and Adults
8
16
22
22
22
21

Survey question: What population of patients do you work with? (check all that apply)

Table 3.3 illustrates the age populations of patients treated by the participants of this study.
Each participant indicated the population of patients they work with. For this study, the
various patient populations are operationally defined as follows: Infant = birth-2 years,
Childhood = 2-12 years, Adolescence 13-18 years, Young Adults = 19-35 years, Middle
Aged Adults = 25-55 years, Older Adults = older than 55 years. These age ranges were
arbitrarily represented on the survey. Of the participants in the pediatric or adult patients
only groups, seventeen SLPs work with infants, seventeen work with the childhood age
group, fourteen work with adolescence, fourteen work with young adults, twenty-one work
with middle-aged adults, and twenty-five work with older adults. Of the participants that
work with both pediatrics and adults, eight SLPs work with infants, sixteen work with the
childhood age group, twenty-two work with adolescence, twenty-two work with young
adults, twenty-two work with middle-aged adults, and twenty-one work with older adults.
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Table 3.4
Number of Patients Treated

1-10 Patients with
PEG Treated
11-25 Patients with
PEG Treated
26-50 Patients with
PEG Treated
More than 50
Patients with PEG
Treated

SLPs working with
Pediatrics only

SLPs working with
Adults only

SLPs working with
Pediatrics and Adults

6

11

10

2

6

4

2

4

4

5

5

5

Survey question: Within the last year, approximately how many patients with PEG tubes have you treated?

Table 3.4 presents the average number of patients with PEG tubes that SLPs have treated
within the last year. Of the participants that work only with pediatrics, 6 have treated
between 1-10 patients with a PEG tube, 2 have treated between 11-25 patients, 2 have
treated between 26-50, and 5 have treated more than 50 patients with a PEG tube. Of the
participants that work only with adults, 11 have treated between 1-10 patients with a PEG
tube, 6 have treated between 11-25 patients, 4 have treated between 26-50, and 5 have
treated more than 50 patients with a PEG tube. Of the SLPs who work with both pediatrics
and adults, 10 have treated between 1-10 patients with a PEG tube, 4 have treated between
11-25 patients, 4 have treated between 26-50, and 5 have treated more than 50 patients with
a PEG tube.
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Figure 3.1

Survey question: For what neurological disorders have your adult patients needed PEG tube feeding? (check
all that apply)

Figure 3.1 demonstrates the neurological disorders that are reported by SLPs as most
common in adult patients with a PEG tube. Participants were instructed to select all
neurological disorders that applied. Out of the 26 participants that work only with adult
patients, 25 stated that a stroke was the most common neurological disorder present in their
patients with PEG tubes. Sixteen indicated traumatic brain injury, 14 indicated dementia,
13 indicated Parkinson’s disease, 12 indicated amyotrophic lateral sclerosis, 8 indicated
spinal cord injury, 7 indicated multiple sclerosis, 6 indicated developmental disabilities, 4
indicated myasthenia gravis, 4 indicated other, 1 indicated post-polio syndrome, and 0
participants indicated muscular dystrophy. When a participant selected other, they
indicated other reasons their adult patients have PEG tubes. These included: head/neck
cancer and COVID-19.
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Figure 3.2

disorder

face/neck

Neurological Disorders
Survey question: For what neurological disorders have your pediatric patients needed PEG tube feeding?
(check all that apply)

Figure 3.2 illustrates the neurological disorders that are reported by SLPs as most common
in pediatric patients with a PEG tube. Participants were instructed to select all neurological
disorders that applied. Out of the 17 participants that work only with pediatric patients, 10
participants selected cerebral palsy, 9 selected traumatic brain injury, 9 selected “other,” 8
selected encephalopathy, 7 selected muscular weakness in the face or neck, 5 selected
pervasive developmental disorder, and 4 selected meningitis. When a participant selected
“other” they indicated other reasons their pediatric patients have PEG tubes. Participant’s
responses included: other congenital/genetic diseases, poor per oral (PO) intake, profound
aspiration, stroke, prematurity, severe Crohn's disease, gastrointestinal (GI) issues,
infantile spasms, oral aversion, CHARGE syndrome (CHARGE is an abbreviation
for several of the features common in the disorder: coloboma, heart defects, atresia
choanae, growth retardation, genital abnormalities, and ear abnormalities), Kabuki
syndrome, failure to thrive, congenital heart disease, tracheostomy, Necrotizing
Enterocolitis (NEC), cardiac abnormalities, Fetal Endoluminal Tracheal Occlusion
(FETO).
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Figure 3.3

Adults' Average Length of Time with PEG Tube

Survey question: On average, how long do your patients typically require their PEG tube?

Length of time was an aspect that was probed in this study. Figure 3.3 demonstrates the
average length of time that adult patients have their PEG tube according to the participants
of this study. Out of the 26 participants that work only with adult patients, 10 participants
indicated that their patients typically have their PEG tube between 6 months and 1 year, 7
participants indicated that their patients have their PEG tube for less than 6 months, 5
participants indicated their patients have their PEG tube for more than 2 years, and 4
participants indicated that their patients have their PEG tube between 1-2 years.
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Figure 3.4

Pediatrics' Average Length of Time with PEG Tube
8

Survey question: On average, how long do your patients typically require their PEG tube?

Figure 3.4 presents the average length of time that adult patients have their PEG tube
according to the participants of this study. Out of the 17 participants that work only with
pediatric patients, 7 participants indicated that their patients typically have their PEG tube
for 1-2 years, 7 participants indicated that their patient have their PEG tube for more than
2 years, 3 participants indicated that their patients have their PEG tube between 6 months
and 1 year, and 0 participants indicated that their patients have their PEG for less than 6
months.
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Figure 3.5

status

Indicators

Survey question: The following are indicators that a patient may require a PEG tube. What are the top 3
indicators you have most frequently observed? (select 3)

Figure 3.5 chart demonstrates the greatest indicators that an adult patient may need a PEG
tube. Participants were instructed to select the top 3 most common indicators. Out of the
26 participants that work only with adult patients, 25 participants indicated evidence of
aspiration, 18 indicated significant weight loss, 15 indicated pneumonia, 11 indicated a
change in cognitive status, 6 indicated respiratory distress, 2 indicated abnormal lab results,
and 1 indicated electrolyte imbalance.
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Figure 3.6

status

Indicators

Survey question: The following are indicators that a patient may require a PEG tube. What are the top 3
indicators you have most frequently observed? (select 3)

Figure 3.6 chart demonstrates the greatest indicators that a pediatric patient may need a
PEG tube. Participants were instructed to select the top 3 most common indicators. Out of
the 17 participants that work only with pediatric patients, 13 participants indicated evidence
of aspiration, 10 indicated significant weight loss, 6 indicated respiratory distress, 6
indicated pneumonia, 5 indicated a change in cognitive status, 1 indicated abnormal lab
results, and 0 indicated electrolyte imbalance.
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Figure 3.7

Indicators for a Return to Oral Feeding in Adults

instructions

liquids

MBS/FEES

Indicators

Survey Question: The following are indicators that a patient may be ready to return to oral feeding. What
are the top 3 indicators you have most frequently observed? (check 3)

Figure 3.7 chart presents the greatest indicators that an adult patient may be ready to
return to oral feeding. Participants were instructed to select the top 3 most common
indicators. Out of the 26 participants that work only with adult patients, 24 participants
indicated successfully passing an MBS or FEES, 19 indicated managing secretions, 18
indicated alert/able to follow instructions, 11 indicated tolerating puree, 4 indicated
tolerating thickened liquids, and 2 indicated requesting food/drink.
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Figure 3.8

Indicators for a Return to Oral Feeding in Pediatrics

instructions

liquids

MBS/FEES

Indicators

Survey Question: The following are indicators that a patient may be ready to return to oral feeding. What
are the top 3 indicators you have most frequently observed? (check 3)

Figure 3.8 chart presents the greatest indicators that aa pediatric patient may be ready to
return to oral feeding. Out of the 17 participants that work only with pediatric patients, 10
participants indicated tolerating puree, 9 indicated managing secretions, 9 indicated
successfully passing MBS or FEES, 8 indicated alert/able to follow instructions, 5
indicated requesting food/drink, and 4 indicated tolerating thickened liquids.
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Figure 3.9

Education and Counseling

■ Always ■ Sometimes ■ Never
Survey questions:
I educate my patient and their family about their PEG tube before the placement of their PEG tube:
I educate my patient and their family about their PEG tube after the placement of their PEG tube:
How often do you counsel your patients and their family about their PEG tube?

Figure 3.9 represents a conglomerate of questions that fall under the domain of education
and counseling. When asked how often they educate their patients before receiving the
PEG tube, 28 participants indicated always, 28 indicated sometimes, and 9 indicated never.
When asked how often they educate their patients after receiving the PEG tube, 37
participants indicated always, 23 indicated sometimes, and 7 indicated never. When asked
how often they counsel their patients with PEG tubes, 34 participants indicated always, 26
indicated sometimes, and 7 indicated never.
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Figure 3.10
Dysphagia Therapy
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■ Always ■ Sometimes ■ Never

Survey questions:
Prior to a patient receiving a PEG tube, I provide a variety of dysphagia treatment methods:
After the patient has received their PEG tube, I continue to provide swallowing therapy:

When asked how often they provide a variety of dysphagia treatment methods prior to the
patient receiving the PEG tube, 36 participants indicated sometimes, 27 indicated always,
and 4 indicated never. The responses were similar when asked how often they continue
dysphagia therapy after the placement of the PEG tube, 37 participants indicated
sometimes, 28 indicated always, and 1 indicated never.
Table 3.5
SLPs Involvement in the Decision-Making Process for the Insertion of PEG Tube

Always
Sometimes
Never

SLPs working with
Pediatrics only
2
11
4

SLPs working with
Adults only
2
21
3

Survey question: I am involved in the decision-making process of the patient receiving a PEG tube:

Table 3.5 represents how involved the participants feel they are in the decision-making
process for the insertion of PEG tubes in their patients. In the pediatric group, there were
2 SLPs that stated they are always involved, 11 indicated sometimes, and 4 indicated never.
In the adult group, there were 2 SLPs that stated they are always involved, 21 said
sometimes, and 3 indicated never.
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Table 3.6
SLPs Involvement in the Decision-Making Process for the return to Oral Feeding

Always
Sometimes
Never

SLPs working with
Pediatrics only
8
7
2

SLPs working with
Adults only
19
7
0

Survey questions: I am involved in the decision-making process of the patient returning to oral feeding:

Table 3.6 presents how involved the participants feel they are in the decision-making
process for the removal of the PEG tube. In the pediatric group, there were 8 SLPs that
stated they are always involved, 7 indicated sometimes, and 2 indicated never. In the adult
group, there were 19 SLPs that stated they are always involved, 7 said sometimes, and 0
indicated never.
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CHAPTER IV
ANALYSIS

The aim of this study was to gather information regarding the role of the speech
language pathologist in treating pediatric and adult patients with percutaneous endoscopic

gastrostomy tubes. There were five specific research questions that guided this study. Each
research question will be discussed in detail below based on the results obtained from this

study.

Research question 1: Are there specific indicators that the SLP looks for in
recommending PEG tubes?
As previously stated, ASHA specifies that the following are common indicators

that may alert the SLP that the patient requires a PEG tube: significant weight loss, signs

and symptoms of aspiration, change in cognitive status, abnormal lab results, respiratory

distress, electrolyte imbalance, and pneumonia (ASHA, n.d.). ASHA supports that it is part
of the scope of practice for an SLP to determine when oral intake is not sufficient or safe
and alternative feeding is warranted. Based on the results from this current study, the most

common indicators are similar between pediatric and adult patients. According to Figures

3.5 and 3.6, participants indicated that of the indicators that may suggest a need for a PEG
tube, evidence of aspiration is the most observed indicator in both pediatrics and adults.
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Following this is significant weight loss, pneumonia, and respiratory distress, specifically

in pediatrics.
When results were analyzed based on years of experience of the SLP, there was no

difference in the indicators selected as most frequently observed. In other words, most
participants, regardless of years of experience indicated that evidence of aspiration and

significant weight loss were the leading indicators.

Research question 2: Are SLPs more involved in the decision-making process for
the insertion and removal of PEG tubes in pediatrics compared to adults?

According to the results presented in Table 3.5, most participants in both groups of
SLPs who work only with pediatrics and SLPs who work only with adults indicated that

they are sometimes involved in the decision to insert a PEG tube in their patient. The next

most popular answer was never, followed by always. This trend that the SLP is only

sometimes or never involved in the decision-making process for PEG tubes could be due
to urgency of the cases or due to the type of medical facility in which the participants work.

For example, patients may not be referred to an SLP until after the patient’s physician or
medical team has made the decision to insert the PEG tube.
Of the SLPs who work with adults only, 21 (81%) responded that they are

sometimes involved in the decision-making process for a patient to receive a PEG tube. Of
the participants who work only with pediatrics, only 11 (65%) indicated sometimes

involved. Refer to table 3.5. Based on the results, it appears that all SLPs are involved in
the decision-making process to place a PEG tube to some extent. More SLPs who work
with adults only indicated that they are sometimes involved in this decision.
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Regarding the SLPs involvement in the decision to return to oral feeding, there
appears to be a trend. Table 3.6 presents the SLPs involvement in the decision regarding a

return to oral feeding. Most SLPs indicated that they are always involved in the decisions,
followed by sometimes involved, and with the fewest number of SLPs indicating that they
are never involved. This is across both groups of SLPs who work only with pediatrics and

SLPs who work only with adults.
As presented in Table 3.6, 19 (73%) participants in the adults only group indicated

always involved in a patient’s return to oral feeding, 7 (27%) indicated sometimes, and no

one indicated never. In the pediatrics only group, 8 (47%) participants indicated always, 7
(41%) indicated sometimes, and 2 (12%) indicated never. This suggests that the role of the
SLP in the decision making is more clearly defined in treating the adult population

compared to the pediatric group.

Research question 3: Is there a difference in the duration of PEG tube placement
in pediatrics compared to adults?

From the perspectives of SLPs, there does seem to be a difference in the duration
of the PEG tube in pediatrics compared to adults. Based on the percentages and Figures 3.3
and 3.4, SLPs working only with pediatrics indicated that their patients keep their PEG
tube on average one or more years (a total 82% of participants indicated this). On the other

hand, a total of 65% of SLPs who work only with adult populations, indicated that their
patients typically have their PEG tube for less than one year. The trend here suggests that

adults have their PEG tubes for a shorter period compared to pediatric patients. This seems
to support the findings of McSweeney et al. (2013) who reported that the average length

of time a pediatric patient has their PEG is 10.2 years as well as Callahan, Buchanan, and
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Stump (2001) who reported that the average adult with a PEG tube has it for about six

months.

Research question 4: To what extent is the SLP involved in the education and
counseling of patients regarding PEG tubes?
As previously mentioned, it is within the scope of practice to educate and counsel

patients regarding their PEG tube. Based on the results of this study presented in Figure
3.9, most participants indicated always or sometimes when asked about the frequency of

the education and counseling they provide. Across all groups, very few participants chose
never when asked about their role in education and counseling. This study suggests that

SLPs do play a significant role in educating and counseling their patients with PEG tubes.

Research question 5: To what extent do SLPs provide dysphagia therapy to
patients before and after PEG tube placement?
Most participants indicated that they only sometimes provide dysphagia therapy
before and after the placement of the PEG tube. Shown in Figure 3.10, the number of
responses between always, sometimes, and never, were similar between providing

dysphagia therapy before and after the PEG tube placement.
While dysphagia therapy is often provided to the patients prior to the PEG tube
placement, there are some situations where they may not always provide the treatment

before. This could be because patients may have received the PEG tube due to an

emergency or based on a decision made by their doctors. This also supports the findings
discussed in research question two.

The frequency of continuing dysphagia therapy after the placement of the PEG
tube may be a case in which some individuals have the PEG tube as a permanent
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placement. This often occurs with some progressive disorders. Individuals with a disorder
such as dementia may not be appropriate for therapy. The data shows no difference in the

responses for providing dysphagia therapy before and after the PEG tube placement.

Themes
Table 4.1
The Relationship Between Years of Experience and Education, Counseling, and Intervention
1-5 Years of Experience
19 participants
Survey Question:

10. How often do
you counsel your
patients and their
family about their
PEG tube?
11. I educate my
patient and their
family about their
PEG tube before the
placement of their
PEG tube:
12. I educate my
patient and their
family about their
PEG tube after the
placement of their
PEG tube:
13. After the patient
has received their
PEG tube, I
continue to provide
swallowing therapy:
14. Prior to a patient
receiving a PEG
tube, I provide a
variety of dysphagia
treatment methods:
15. I am involved in
the decision-making
process of the
patient receiving a
PEG tube:
16. I am involved in
the decision-making
process of the
patient returning to
oral feeding:

6-10 Years of Experience
10 participants

>10 Years of Experience
38 participants

Always

Sometimes

Never

Always

Sometimes

Never

Always

Sometimes

Never

9
47%

8
42%

2
11%

4
40%

5
50%

1
10%

21
55%

13
34%

4
11%

8
42%

6
32%

5
26%

4
40%

5
50%

1
10%

16
42%

17
45%

3
8%

10
53%

6
32%

3
16%

6
60%

3
30%

1
10%

21
55%

14
37%

3
8%

10
53%

8
42%

1
5%

5
50%

5
50%

0
0%

13
34%

24
63%

0
0%

12
63%

6
32%

1
5%

4
40%

6
60%

0
0%

11
29%

24
63%

3
8%

2
11%

15
79%

2
11%

2
20%

7
70%

1
10%

4
11%

29
76%

5
13%

8
42%

10
53%

1
5%

7
70%

3
30%

0
0%

24
63%

13
34%

1
3%

Table 4.1 presents the participants’ responses in the domains of education and
counseling as well as intervention. The participants are grouped by years of experience.
The trends found within this table will be discussed in detail in the following pages.
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As previously mentioned, years of experience was an area probed in this study. One

theme that emerged from the study is that there years of experience played a role in the
domain of education and counseling. A difference appeared to be present in SLPs with 1
5 years of experience and those with more than 10 years of experience in the domain areas

of counseling and intervention.
Table 4.1 presents this theme related to years of experience. In survey question #10,

participants were asked how often they counsel their patients and the family regarding their

PEG tube. Twenty-one participants (55%) with more than 10 years of experience indicated
that they always counsel and 13 (34%) said that they sometimes counsel. Nine (47%)

participants with 1-5 years of experience said that they always counsel and 8 (42%) said

they only sometimes counsel. Similarly, 4 (40%) participants with 6-10 years of experience

indicated that they always counsel and 5 (50%) indicated that they sometimes counsel. It
appears that those that with greater years of experience tended to provide more counseling

compared to those with fewer years. This suggests that there could be a higher level of

confidence among SLPs with more years of experience in the ability to counsel patients
with PEG tubes.

The difference between years of experience is also demonstrated by the responses
to survey question #13 seen in Table 4.1. The participants were asked how often they
continue to provide swallowing therapy after the patient has received a PEG tube. In the

group with 1-5 years of experience, 10 (53%) SLPs indicated always while 24 (63%) SLPs
with more than 10 years of experience indicated sometimes. So, while there is still a

difference between these two groups, participants with the least amount of experience
demonstrated the highest level of confidence in continuing dysphagia therapy following
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the placement of a PEG tube. This might suggest that SLPs with fewer years of experience
are more hopeful to “fix” swallowing problems in of all their patients. While SLPs with

more than 10 years of experience may have a greater ability to recognize when a PEG tube
is a last resort and swallowing therapy may not make a difference. Participants with 6-10
years of experience were split evenly between always and sometimes and only 1 participant

across groups indicated never. Overall, these responses suggest that the majority of SLPs
continue to perform dysphagia treatment in the hopes of getting their patient to return to

the least restrictive diet. However, it is often very dependent on the patient and their

prognosis.

In the survey question #14 participants were asked how often they provide a variety
of dysphagia treatment methods before the placement of a PEG tube. Twenty-four (63%)

SLPs with more than 10 years of experience indicated that they only sometimes provide a
variety of dysphagia treatment methods while 12 SLPs or 63% with 1 -5 years of experience

indicated that they always provide a variety of dysphagia treatment methods. Among
participants with 6-10 years of experience, 4 (40%) indicated always and 6 (60%) indicated
sometimes. It appears that with more years of experience, participants tend to indicate that
they only sometimes provide a variety of treatment methods before the tube is placed. This

might suggest that SLPs with fewer years of experience are more eager to provide treatment

varieties to avoid the placement of a PEG tube. Whereas SLPs with more experience can

clearly identify when alternative feeding is warranted, and dysphagia treatment methods
are unlikely to change that outcome.
In survey question #16, participants were asked how often they are involved in the

decision-making process for the patient to return to oral feeding. Seven (70%) participants
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with 6-10 years of experience indicated always and 24 (63%) participants with more than

10 years of experience answered always to this question. This differs from the 8 (42%)

participants with 1-5 years of experience who most often said always. Ten (53%)
participants with 1-5 years of experience indicated that they sometimes are involved in the

decision for a patient to return to oral feeding. Based on these results, it appears that
participants with 6 or more years of experience have higher confidence in participating in

the decision for a patient to return to oral feeding.
Years of experience did not appear to reveal any disparity among responses to

survey questions #11, #12, and #15. In question #11, participants were asked how often

they educate their patients about their PEG tube before it is placed. Most participants either
always or sometimes without an apparent emphasis on either. Survey question #12 asked

participants if they educated patients after the PEG tube is placed. Most participants

answered always, and years of experience did not seem to play a role. Participants were
asked in question #15 how often they are involved in the decision for a patient to receive a

PEG tube. Most participants in this study indicated they are only sometimes involved in
this decision. Based on these results in the areas of education (survey questions #11 and

#12) and decisions involving PEG (survey questions #15 and #16), generally, it appears
that SLPs are more involved with the patient after the PEG tube has been placed. This may

be because other professionals within the medical team are more involved in educating and

making decisions regarding the PEG before the SLP even encounters the patient.
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Table 4.2
The Relationship Between Years of Experience and Indicators for PEG Tube

Years of
Experience

change
significant evidence
in
abnormal
weight
of
cognitive
lab
respiratory electrolyte
loss
aspiration
status
results
distress
imbalance

pneumonia

1-5 years
(19 Participants)

11

17

10

2

5

0

9

6-10 years
(10 Participants)

6

8

3

1

5

1

2

>10 years
(38 Participants)

27

35

15

0

14

0

19

Survey Question: The following are indicators that a patient may require a PEG tube. What are the top 3
indicators you have mostfrequently observed? (select 3)

Table 4.2 presents the participants’ responses when asked about indicators that a

patient may require a PEG tube. Results are organized in such a way to determine if there

were any differences based on years of experience. Across all years of experience groups,
significant weight loss and evidence of aspiration were the top indicators. However, SLPs
with 1-5 years of experience included a change in cognitive status a top indicator, those
with 6-10 years also recognized respiratory distress as a common indicator, and SLPs
with more than 10 years of experience indicated that pneumonia was a top indicator as

well. Although mentioned as an indicator by ASHA, abnormal lab results and electrolyte

imbalance in individuals were not as frequently identified as an indicator that a patient
may require a PEG tube. Overall, the top indicators selected by participants in each

experience group may be indicative of patient population or the medical setting where the
SLP works. However, this information was beyond the scope of this current survey.

36

Table 4.3
The Relationship Between Years of Experience and Indicators for a Return to Oral Feeding
Years of
Experience

managing requesting
secretions food/drink

alert/able to
follow
instructions

tolerating
puree

tolerating
thickened
liquids

successfully
passed
MBS/FEES

14

2

13

7

3

12

6-10 years
(10 Participants)

7

2

7

5

1

8

>10 years
(38 Participants)

26

7

21

21

6
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1-5 years
(19 Participants)

Survey Question: The following are indicators that a patient may be ready to return to oral feeding. What
are the top 3 indicators you have most frequently observed? (check 3)

When results were analyzed based on years of experience, the majority of SLPs

across all experience groups indicated that managing secretions, alert/able to follow
directions, and successfully passing an MBS or FEES were their most frequent indicators

that the patient was ready to return to oral feeding. These results are presented in Table
4.3. However, SLPs with more than 10 years of experience selected tolerating puree just

as often as alert/able to follow directions. Twenty-one participants with more than 10
years of experience indicated that tolerating puree was one of the most common

indicators that a patient may be ready to return to oral feeding. Since SLPs with fewer
years of experience did not frequently recognize tolerating puree as a common indicator,

this may suggest an important distinction among years of experience. SLPs with more

experience may have a higher level of confidence when attempting PO trials with their
patients with PEG tubes.
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CHAPTER V

DISCUSSION

The purpose of this study was to define the role of the speech language pathologist
when treating patients with PEG tubes. All research questions were answered to some

extent in this study. According to the participants, evidence of aspiration and significant
weight loss are the most observed indicators that suggest a patient may require a PEG tube.

These two indicators were found to be consistent between pediatric and adult patients.
However, based on years of experience, participants also recognized other indicators. For

example, SLPs with more than ten years of experience frequently responded that
pneumonia was also a common indicator for the need for a PEG tube while SLPs with

fewer years of experience did not often recognize pneumonia as a common indicator.
One research question that addressed the SLPs role in decision making was

question number two which revealed that there does not seem to be a significant difference
between SLPs working only with pediatrics or adults in their involvement of the decision

for PEG tube insertion or a return to oral feeding. Most participants indicated that they are
only sometimes involved in this decision for PEG tube insertion. The reason the SLP is
only sometimes involved in this decision may be due to other medical professionals being

more directly involved than the SLP (Shega et al., 2003). However, the role in the decision
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for a return to oral feeding may be more clearly defined for SLPs who work only with adult
populations.

Based on the results of this study, there does appear to be a difference in PEG tube
duration between pediatrics and adults. Based on the participants responses, pediatric
patients tend to have their PEG tube for a longer period compared to adults. This is
supported in the literature (McSweeney et al., 2013). However, there are some

inconsistencies across the literature. This is an area that would require more in-depth

research. It should also be noted that while the literature indicates that it may not always
be ethical to insert a PEG tube in a patient with dementia, this study suggests that this is
still frequently occurring as dementia was one of the top neurological disorders that the

SLPs indicated in this study that required a PEG tube (see Figure 3.1).
Results also indicate that the SLP does play an important role in educating and
counseling patients with PEG tubes. It also appears that those that with greater years of

experience tended to provide more counseling compared to those with fewer years of
experience. In terms of providing dysphagia treatment, there does not appear to be a
difference between providing treatment before or after the placement of the PEG tube.
Most SLPs indicated that they sometimes provide dysphagia therapy before and after.

This study revealed that SLPs do play a significant role in treating patients with

PEG tubes. However, the role of the role of the SLP can vary based on their years of
experience. For example, this study revealed that SLPs with more years of experience
displayed more confidence when educating and counseling patients regarding PEG tube

placement as well as participating in the decision for a patient to return to oral feeding.
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Limitations & Future Research
There were a few limitations to this study. One limitation to this study was the

brevity of the instrument used to collect information. No demographic data about the
participants’ location are linked to their survey responses. A study by Fox, Campagna,

Friedlander, Partrick, Rees, and Kempe (2014) found that there were more PEG tube
insertions in the western region of the United States compared to other regions. It may have
been interesting to know if the results of this study were similar in that regard. Similarly,
there are no specific data regarding the type of medical settings in which each participant

works. This limited the ability to identify trends across various regions and medical
settings. Future studies may want to probe for this information to potentially identify any
trends. The study was further limited by the small number of participants.
There were 67 participants in this study who provided valuable information. It

should be noted that this study provides information obtained from a small sample and

cannot fully represent trends across country. A larger number of participants would have
provided generalized opinions. But it must be considered that data collection occurred
during the COVID-19 pandemic. It was most likely that SLPs’ attention, like the rest of

the country, was focused on the acute nature of the pandemic. Consequently, fewer people

may have devoted time to complete the survey. In addition, the survey was available for a
limited time of approximately eight weeks. If the survey had been available for a longer

period, it is possible that more individuals would have participated.
Sharp and Shega (2009) mention that a survey cannot accurately represent the
dynamic decision-making that occurs in a clinical setting. This constitutes a limitation of a

study. It is possible that survey responses represent the SLPs awareness of what they think
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is appropriate or expected of them instead of what may be occurring day to day. This was

a consideration of the researcher because participants were asked to respond based on what
typically occurs or what was their average day to day experience. Future studies related to

the topic of the speech language pathologists’ role in PEG tubes or alternative feeding

methods should consider providing more detailed survey questions. In this study,
participants may have felt that there was a “correct” response to the question which may

have impacted their responses. It would have been better to provide more detailed
scenarios. This may be considered a pseudo qualitative study because there were no

opportunities to return to participants and ask for clarification. Future study should allow
for follow up with participants.
More limitations of this study involve the language used within the survey
questions. Survey question #8 ask about the indicators that suggest a need for a PEG tube

placement. The common answer was evidence of aspiration. It may have been helpful to

know how evidence of aspiration is determined, whether it is determined by overt

aspiration (coughing, wheezing, etc.) or by an instrumental examination (Modified Barium

Swallow (MBS) or fiberoptic endoscopic evaluation of swallowing (FEES). The survey
questions regarding “a return to oral feeding” may have been a limiting factor due to the

lack of clarity. Some patients can return to oral feeding while the PEG tube is still placed.

In fact, this is often the case because patients typically start with small portions of PO trials
and work up to larger portions. The PEG tube remains in place and bolus feeding continues
during this trial period. Bolus feeds may be altered depending on how much the patient is
consuming per oral. Therefore, this study was unable to make conclusions or find trends
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regarding the removal of the PEG tube. Instead, results show the SLPs perspectives on a

return to oral feeding.
Another possible limitation of this study is that there were no specific pediatric

questions or adult questions in the domain areas of: PEG tube duration, PEG tube
indicators, education and counseling, and intervention. The questions were stated in a
general manner and did not ask about the specific patient population. For example, a survey

question stated, “After the patient has received their PEG tube, I continue to provide
swallowing therapy: (always, sometimes, never)” instead of “After the pediatric patient

received their PEG tube, I continue to provide therapy: (always, sometimes, never).” Stated

in this manner, any participant who works with pediatrics would have been able to provide

a clearer response. For the participants that indicated that they work with both pediatrics
and adult populations, their responses regarding their patients’ duration with a PEG tube

could not be directly connected with either the pediatric or adult population. Therefore, this

“mixed” group of participants’ responses could only be used when analyzing the data as a
whole but was not included in comparisons between pediatric and adult populations.
Brevity of the survey in this study was one of the driving constraints. Although it may

significantly increase the length and duration to complete the survey, future studies should
include specific questions pertaining to patient population.
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APPENDIX A

Phone Call Script

My name is Lindsay Mark and I am a final-year graduate student in the speech and
hearing program at Cleveland State University in Cleveland, Ohio. For my graduate
thesis, I am interested in gathering information from speech language pathologists (SLPs)
on feeding tubes in children and adults. I would like to invite the speech pathologists in
your department to participate in this anonymous digital survey. No private information
of either patient or SLP is required. If you are willing to participate, can you provide me
with an email address so that I may send the survey link?
Thank you for your time!
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APPENDIX B

Cleveland State
I University
College of Sciences and
Health Professions

We are Dr. Cox and Lindsay Mark, faculty member and graduate student, in the Speech
and Hearing Program at Cleveland State University. We are gathering information on the
incidence and prevalence of feeding tubes in children and adults with a neurological
disorder.
Your participation is voluntary. You may withdraw at any time. We agree to protect your
privacy. We will not share your information with anyone outside of this study. You do
not have to sign your name to this document. Please check the box at the bottom of this
page to provide your consent. Your responses will in no way identify you. There is no
reward for participating in this study. There are no consequences for not participating in
this study. Any risks associated with this research do not exceed those of daily living and
time constraints for completing the survey. The survey should take about 10-15 minutes
to complete.

Thank you in advance for your cooperation and support.

For further information regarding this research, please contact Dr. Cox at (216)687-6909,
email: v.cox@csuohio.edu
I understand that if I have any questions about my rights as a research subject, I can
contact the Cleveland State University Institutional Review Board at (216) 687-3630.

By checking the box at the end of this statement, I provide my consent to participate
in this study and agree that I am above the age of 18 years. _____
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APPENDIX C

Demographics
1. Are you a licensed speech language pathologist?
o Yes
o No
2. How many years have you been in the field?
o 1-5 years
o 6-10 years
o Over 10 years
3. What population of patients do you work with?
o Infancy: birth-2 years
o Childhood: 2-12 years
o Adolescence: 13-18 years
o Young Adults: 19-35 years
o Middle-Aged Adults: 35-55 years
o Older Adults: Older than 55 years
4. Within the last year, approximately how many patients with PEG tubes have you
treated?
o 1-10
o 11-25
o 26-50
o More than 50
o None
5. For what neurological disorders have your adult patients needed PEG tube feeding?
(check all that apply)
o stroke
o traumatic brain injury
o spinal cord injury
o dementia
o Parkinson's disease
o multiple sclerosis
o ALS (or Lou Gehrig's disease)
o muscular dystrophy
o developmental disabilities in an adult population (i.e., cerebral palsy)
o post-polio syndrome
o myasthenia gravis
o Other (please specify)
o I do not work with adults
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6. For what neurological disorders have your pediatric patients needed PEG tube
feeding? (check all that apply)
o cerebral palsy
o meningitis
o encephalopathy
o pervasive developmental disorder
o traumatic brain injury
o muscle weakness in face and neck
o Other (please specify)
o I do not work with pediatrics
Duration of PEG tube placement:
7. On average, how long do your patients typically require their PEG tube?
o Less than 6 months
o Between 6 months - 1 year
o Between 1-2 years
o More than 2 years
PEG tube indicators
8. The following are indicators that a patient may require a PEG tube. What are the top
3 indicators you have most frequently observed? (check 3)
o Significant weight loss
o Evidence of aspiration
o Change in cognitive status
o Abnormal lab results
o Respiratory distress
o Electrolyte imbalance
o Pneumonia
9. The following are indicators that a patient may be ready to return to oral feeding.
What are the top 3 indicators you have most frequently observed? (check 3)
o Patient is managing their own secretions
o Patient is requesting food or drink
o Patient is alert and able to follow instructions
o Patient is tolerating small portions of pureed food
o Patient is tolerating small portions of thickened liquids
o Patient successfully passed Modified Barium Swallow (MBS) or fiberoptic
endoscopic evaluation of swallowing (FEES)
Education & Counseling:
10. How often do you counsel your patients and their family about their PEG tube?
o Always
o Sometimes
o Never
11. I educate my patient and their family about their PEG tube before the placement of
their PEG tube:
o Always
o Sometimes
o Never
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12. I educate my patient and their family about their PEG tube after the placement of
their PEG tube:
o Always
o Sometimes
o Never
Intervention:
13. After the patient has received their PEG tube, I continue to provide swallowing
therapy:
o Always
o Sometimes
o Never
14. Prior to a patient receiving a PEG tube, I provide a variety of dysphagia treatment
methods:
o Always
o Sometimes
o Never
15. I am involved in the decision-making process of the patient receiving a PEG tube
o Always
o Sometimes
o Never
16. I am involved in the decision-making process of the patient returning to oral feeding
o Always
o Sometimes
o Never
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